This is the way we have wished it to be, sequestered away in our antipodean havens, regarding with indulgent disdain stories telling of the snare of a fibreoptic colonoscope being used to extract opioid ampoules from a locked drawer in the dead of night or of young medical graduates choosing to enter anaesthesia training because it offers a ready availability of moodand consciousness-altering drugs. "Only in America" you might hear yourself saying in tones of self-assured indifference. But not so. Recent history, from hamburgers to hashish to heroin, shows that our social and professional mores closely follow those of the United States with a time lag of something less than a decade.
This scourge is upon us and, if you think otherwise, think again. The leading article in this issue sheets home the undeniable fact that there is an alarming incidence of addiction among trainee anaesthetists in Australasia. Anthony Weeks and his colleagues I have fired a shot which we hope will echo around every Department of Anaesthesia in this region to provide a focus for an on-going colloquy in which the Journal is more than happy to engage. Although the paper of Weeks et al deals solely with anaesthetic registrars, our thoughts should not rest only with that group but rather include all those within our peculiarly confined sphere of activity and influence: medical students, interns and residents, anaesthesia nurses, as well as trainee and specialist anaesthetists.
A recent editorial on the subject of substance abuse in Anesthesiology2 should also be required reading for those wishing to be made aware of the vast scope and infinite variety of circumstances relating to addiction, introducing as it does case reports of oral fentanyl ingestion by an operating room nursing supervisor and the first reported case of propofol addiction in an anesthesiologist who finished up using 15 X 100 mg boluses of propofol intravenously per day and was eventually found unconscious but alive in a toilet-unfortunately the very common if somewhat insalubrious location for the final discovery of individuals afflicted in this way. I have had personal experience of an anaesthesia nurse who came to this sorry pass and cannot begin to express the depth of the personal and professional tragedy involved. And sorrow for the person and family involved was soon eclipsed by a wave of guilt and self-recrimination on the part of many colleagues who had chosen to ascribe to other causes a prolonged and progressive deterioration of personality and work standards.
The pattern of developing addiction is well recognised. It is also accompanied by intense denial and violent, angry rejection of the suggestion if it is made in an inappropriate context or an inexpert manner. Initially drug usage is rationalised as "recreational" and then becomes regular with occasional minor additional doses to cope with situations seen as particularly stressful. Usage plateaus for a period of several months in the case of morphine and pethidine but for a much shorter time with fentanyl. A stage is inevitably reached when drug requirement accelerates exponentially. This may be the time when vague suspicions crystallise due either to observable personal deterioration or the individual being detected in the process of obtaining supplies from the work place when their guard is down due to altered consciousness or the simple need for ever-larger quantities. If the substance abuse is not detected during the plateau phase, it is to be hoped that an aware and caring group of colleagues can intervene at this later stage because death, either accidental or intentional, is otherwise a likely outcome.
So what can be done? There needs to be an awareness programme instituted in all Departments of Anaesthesia. This could well start with a departmental Grand Round and be followed up with group discussions/tutorials at all levels. There should be an established and totally confidential structure which is known to all, run by a very small group of trusted senior people, to which even unsubstantiated and seemingly trivial worries can be conveyed. It is a common experience that, in the wake of one of these tragedies, numerous folk finally voice concerns which have been held private because of a wish not to get anyone into trouble. Such people, who are us, need to be convinced that early detection, counselling and treatment cannot and must not be regarded as interference in the personal affairs of others but rather as an indication of true friendship and concern. It must be admitted that on a personal level it can be extremely difficult but given that disaster may be averted it is worth the effort.
It seems clear from the reported multiplicity of operating room drug control systems recounted by Dr Ward 2 that no single method can be regarded as perfect. It is a gut response after a drug abuse incident for administrations to hasten to "tighten up the system' '. Draconian control measures purporting to offer levels of security beyond those which are generally considered to be sensible and reasonable are unlikely to work and may impair patient care. The reason for this is that addicts are infinitely inventive and increased system complexity offers even more opportunities for them to subvert it to their own purposes by virtue of their intimate knowledge of a system of which they themselves are an integral part.
The Journal would welcome further appropriate submissions on this subject. J. O. ROBERTS
Chief Editor

